Introduction
In 1991, the Division of Health Interview Statistics (DHIS), the National Center for Health Statistics (NCHS), fielded a Drug and Alcohol Use Survey (DAU) as part of the National Health Interview Survey (NHIS). The DHIS collaborated with the National Institute on Drug Abuse on the development of the survey. The Questionnaire Design Research Laboratory at NCHS assisted in the development of the questionnaire and review of data collection methods. The DAU questionnaire was selfadministered and was a part of the NHIS data collection conducted by the U. S, Bureau of the Census. In conjunction with other parts of the NHIS questionnaire, the NHIS-DAU allows one to assess associations between use of marijuana and cocaine, problems related to use of the drugs, and various health status indicators.
The NHIS is a household survey of the civilian noninstitutionalized population of the United States. As with all special topic questionnaires that are ~WWcrs % part of the NHIS, the DAU can be linked to general health data and other information obtained in the NHIS to allow extensive analyses. The NHIS data collection consists of two parts: a basic health and demographic questionnaire that remains the same each year and is completed for each household member and special topic questionnaires. The content of the special topic questionnaires varies from year to year, and these questionnaires are usually administered to a randomly sampled adult in each family. In 1991, in addition to the DAU, the special topics included hearing Health Promotion and Disease Prevention (HPDP); AIDS-related knowledge, attitudes, and behaviors and family income.
The DAU questionnaire was restricted to persons 18-44 years of age. Although the questions covered use of a range of illicit drugs and licit drugs subject to abuse, the greatest number of items pertained to marijuana and cocaine. For marijuana and cocaine, the questions covered the recency and frequency of use and included items related to problems and drug-related behaviors associated with abuse and dependence. These latter items were developed to reflect discrete diagnostic criteria for cocaine and marijuana dependence and abuse as described in the Diagnostic and Statistical Manual of Mental Disorders, Third edition, Revised (DSM-111-R)(l). Separate sets of items on the questionnaire focused on marijuana-and cocaine-related problem and use behavior during the respondent's lifetime and during the year prior to the survey, The primary goals of this Advance Data are to: briefly discuss the relationship between restricted activity days and use of cocaine and marijuana, present data on problems and drug-related behaviors associated with cocaine and marijuana dependence and abuse, and provide documentation of the methodology of the NHIS-DAU.
Restricted activity days, which are sometimes used as indicators of health status, may also reflect a pattern of drug use. As noted earlier, the items that assess dependency and abuse were developed based upon clinical criteria provided in the DSM-111-R.
All tables presented in this report use standard NHIS age groupings to differentiate persons 18=$4 years of age; however, the age categories are wide enough to allow some age effects within them, so that some of the differences between drug use categories may be confounded by age dMerences. Data are also shown separately for males and females. At the present time, these demographic groupings have proven the most statistically reliable for reporting results from the drug use questionnaire. Recency of use of marijuana and cocaine, whether "past year" or "lifetime" use, forms the basis of most tables in this report. The past year frame corresponds to the time reference period for many measures in the NHIS. For reasons discussed in the Technical notes, this Advance Data does not report overall prevalence of drug use.
Restricted activity days and marijuana and cocaine use
Initially, three measures of health status were considered for inclusion in the current report: perceived or selfperceived health status, limitation of major life activities, and restricted activity (RA) days. Early analyses (not shown here) indicate that, when controlling for age and sex, there are few, if any, statistically significant associations between use of marijuana or cocaine and self-perceived health status or limitations of activity, as measured in the NHIS basic health and demographic interview. The apparent lack of statistical significance seems intuitive given that the age group for the DAU, 1844 years of age, has a low incidence of fair or poor health and limitations of activity.
In the analysis of associations between use of marijuanaor cocaine and selected health status measures, respondents were grouped according to six categories of drug use:
1. Persons who had never used either drug.
2. Persons who had used marijuana during the past year but who had never used cocaine. 3. Persons who had used marijuana during the past year and had used cocaine at some point prior to the past year (lifetime use). 4. Persons who had used both marijuana and cocaine during the past year. 5. Persons who had used marijuana at some point prior to the past year (lifetime use), but had not used marijuana during the past year and had never used cocaine. 6. Persons who had used both marijuana and cocaine at some point prior to the past year (lifetime use), but had not used either drug during the past year.
The groupings were designed to include all possible combinations of marijuana and cocaine use. Numbers for persons who had used cocaine but had never used marijuana are not shown in this report because so few persons were in this group.
The question used to determine recency of use of marijuana or cocaine asked:
When was the most recent time that you used (marijuana/cocaine)?
A. Within the past week (7 days). B. More than 1 week but less than 1 month (30 days) ago.
coOne or more months ago but less than 1 year ago. D. One or more years ago, E. I HA. NEVER used (marijuana/ cocaine), not even once.
Three types of RA days are included in the measure reported in table 1: work-loss days for currently employed persons, bed days, and cut-down days, A work-loss day is one on which a currently employed person 18-44 years of age missed more than half a day from a job or business because of illness or injury Abed day is one during which a person stayed in bed more than half a day because of illness or injury. A cut-down day is a day on which a person cut down for more than half a day on the things he or she usually does.
The measures of RA days were obtained from a series of questions asked of the household respondent during the NHIS basic interview. In the NHIS, RA days are measured for the 2-week period that immediately preceded the interview week. The questions and data edits are designed to account for overlap among the types of W days and to specify that the RA days of interest are those that occur "because of illness or injury"; the RA days are included whether caused by acute or chronic illness. It is important to note that it is assumed that the respondent can identify and report only those RA days that arose because of illness or injury. Table 1 shows the percent of persons 1S-44 years of age with one or more RA days during the 2 weeks prior to the household interview, by marijuana and cocaine use, age, and sex. Figure 1 illustrates differences in the percent of persons with R4 days by marijuana and cocaine use. Generally, discussion of W days is more diflicult than discussion of yearly estimates because the NHIS measures RA days that occurred in the 2-week period preceding the interview week. In the current case, however, the comparison is of the differences between users or nonusers of marijuana or cocaine. If the 2-week estimate were converted to an annual figure, any conversion factors would affect all classes equally and would not change the underlying relationships between different groups of drug users.
RA days are less likely to be reported for a person who had never used cocaine or marijuana or had used marijuana at some point but had never used cocaine. Put another way, among persons 18-44 years of age, use of cocaine-whether during the year prior to the interview or in the more distant past-is associated with a greater likelihood of having W days. The differences are statistically significant, occur across most groupings by drug use and age, and are seen for both men and women, Not shown are data indicating that the patterns are the same whether respondents are white or black. Because of sample size, the number of respondents who were black and reported any past year use of marijuana for "~lne w' use.
As table 1 indicates, the positive association between RAdays and use of cocaine is consistent for both men and women 1844 years of age. Among men 18-44 who had used cocaine, the range having RA days during the 2-week period was 11,7 to 15.8 percent, while among women who had used cocaine, the range was 16.2to 17.7percent. For men who had never used cocaine, 6.9 to 9.5 percent had RA days and for women who had never used cocaine, RAdays were reported for 10.1 to 12.3 percent.
It is found, then, that 18-44 year olds who use, or used, cocaine, have significantly more RAdays related to illness and injury. However, it is noteworthy that the DAU was administered only to persons ages 18-44, a group less likely than older persons to be in fair or poor health or to have activity limitations. Aa the current report suggests, the relationship between RA days and drug use warrants further study and might be analyzed in the context of other health-related activities and specific health conditions.
Behaviors associated with marijuana use
Persons who had used marijuana during the 12 months prior to the survey were asked 19 questions regarding problems or marijuana-related behaviors they might have experienced in the same time period as a result of using the drug. The items were selected to reflect components of abuse and dependence based on DSM-111-Rdiagnostic criteria. This section includes data only for persons reporting past year marijuana use. The data for individual items discussed here excludes 10.4 to 11.0 percent of persons because of item nonresponse; see the Technical notes for further information. Table 2 shows the prevalence of reported problems and marijuana-related behaviors among past year users. The data are displayed by sex and three age groupings (18-24, 25-34, and 35-44) . The problem questions include no information on frequency of occurrences. Therefore, a positive response could mean as few as one occurrence during the year prior to the interview.
Overall, 20.0 percent of past year marijuana users reported using marijuana more often than plamed. There was not much difference by sex, but 18-24-year-old users were more likely than users in the two older age groups to respond positively to this question.
A large percent (26,7) of past year marijuana users responded positively to the item on being high on at least one occasion while at home caring for their family. A greater proportion of men (29.3 percent) responded positively to this item as compared with women (22.0 percent). Past year users 25 and older were more likely than the youngest age group to report this problem behavio~ 34.3 percent of those Overall, 16,2 percent of past year marijuana users reported that they had built up a tolerance to the drug so that the same amount of marijuana had less effect than before. This problem was more likely among male past year users (18.3 percent for males versus 12.4 percent of the female users). This problem was also more likely to occur among users who were 18-34 years of age as compared with the oldest users.
One statistic from the survey was the percent of past year marijuana users that reported driving at least once in the past year within 3 hours of smoking marijuana. Overall, 45.9 percent of the past year users reported driving under the influence of this drug. Males were much more likely than females to report this problem behavior (51.0 percent of male users compared with 36.4 percent of female users).
Approximately one-fifth of past year marijuana users reported being high on marijuana while at school or while at work. Males were about twice as likely as their female counterparts (25.8 compared with 13.9 percent) to report this problem behavior. Users between the ages of 18-24 were more likely than users in the oldest age group to report being high on marijuana at school or work.
A large proportion of past year users reported frequent use of the drug. Overall, 21.0 percent of past year users reported using marijuana every day for 2 weeks or more in the past year. Although frequent use did not differ much by age, a greater proportion of males (24.0 percent) as compared with females (15.5 percent) reported this behavior, Figure 2 illustrates reporting of selected behaviors by all past year users. Figure 3 shows the percent of past year marijuana users reporting selected problems by sex, Fi~re 4 shows the percent of past year marijuana users reporting selected problems by age.
Behaviors associated with cocaine use
Persons who had used cocaine during the 12 months prior to the survey Over one-sixth (17.2 percent) of the past year cocaine users said they had been high on the drug while at home caring for their family, and 10,0 percent had at least one occasion on which they failed to take care of their home or family because they were high on cocaine or feeling its aftereffects. Problems with family or friends because of cocaine use were reported by 16.4 percent of users, and 14.8 percent had continued to take the drug despite these problems with family or friends, One-fifth (20,4 percent) of cocaine users said the drug had made them feel depressed, anxious, uninterested in things, or suspicious or distrustful of people. This percent was higher for persons 25-34 years of age than for those 18-24 years of age (23,2 versus 13.9 percent, respectively). Continued use of cocaine despite these emotional effects was reported by 16.1 percent. One-eighth (13,2 percent) said their use of cocaine had caused them to spend less time on activities that used to be were asked 21 questions regarding problems or cocaine-related behaviors they might have experienced in the same time period as a result of using the drug, The items were selected to reflect components of abuse and dependence based on DSM-111-Rdiagnostic criteria, Figure 5 and table 3 show the estimated percentage reporting cocaine-related problems or behaviora in the overall user population and according to sex and age. The data for individual items discussed here excludes 13,3 to 14.5 percent of persons because of item nonresponse; see the Technical notes for further information. One-quarter (26.7 percent) of past year cocaine users said that, in the past year, they had used the drug more often than they had planned, Around one-half as many (13.4 percent) had tried to cut down or stop using cocaine but found they could not.
Driving a car, at least once in the past year, within an hour after using cocaine was reported by 43,5 percent of past year users, Male users were more likely than female users (49.2 percent versus 29.1 percent, respectively) to have driven after using cocaine.
More than one-sixth (17.9 percent) of cocaine usera said they had been high on the drug at school or work. Males were more likely than females (20.8 versus 10.5 percent, respectively) to have been high in these settings. Skiminr? school or work because of being high on cocaine or experiencing its aftereffects was acknowledged by 10.7 percent of users, and 9.1 percent said they had experienced problems with school, workj or the police because of using cocaine. 
Technical notes

General information
The estimates presented in this report are based on the National Health Interview Survey (NHIS), an ongoing survey of households in the United States, conducted by the National Center for Health Statistics, Each week, a probability sample of the civilian noninstitutionalized population of the United States is surveyed for the NHIS by interviewers employed by the U.S. Bureau of the Census. Interviewers obtain information about the health and other characteristics of each member of the households in the NHIS sample.
The NHIS has been conducted . continuously since 1957. The sample design of the survey has undergone changes following each census. This periodic redesign of the NHIS sample allows the incorporation of the latest population information from the most recent Decennial Census and permits the alignment of the sample design with changes in survey objectives. The data presented in this report were collected based on the NHIS sample design implemented in 1985. A detailed description of the sample design is contained in the publication entitled The 1991 NHIS sample encompassed completed interviews for the basic health questionnaire of 46,761 households and 120,032 persons. The NHIS Drug and Alcohol Use (DAU) questionnaire was completed, by 21,174 persons 18-44 years of age. The sample for the DAU was a subset of the sample selected for the 1991 NHIS special topic questionnaire on Health Promotion and Disease Prevention (HPDP). Within each NHIS sample household, one adult 18 years of age or over was randomly selected to be interviewed for several special topic questionnaires, including the HPDP and the DAU. If the sampIe person was 1S-44 years of age, he or she was given the DAU to complete; no proxy responses were allowed. If the sample person was older than 44 years of age, information on drug and alcohol use was not obtained in that household. If the sample person ages 18-44 was not at home at the time the basic NHIS was administered, the interviewer attempted a return visit so that the sample person could complete the DAU, No telephone followup was permitted for the DAU. In certain circumstances, such as when language or literacy were problems or when the respondent requested that the questions be read, the Bureau of the Census interviewer could read the questions to the respondent.
Response rates
The overall response rate for the 1991 NHIS-DAU was 75.7 percent. The response rate for NHIS sample households was 95.7 percenc among persons identified in the househoId interview as being eligible for the DAU questionnaire, the response rate was 79.1 percent. The overall response rate is estimated as a product of these two rates (95.7 percent x 79.1 percent = 75.7 percent). Because sociodemographic characteristics of sample persons in nonresponding households are unknown, discussion of response rates for subgroups is limited to rates for those identified as eligible for the DAU questionnaire.
Response rates were noticeably higher for women (82.9 percent) than for men (74.5 percent) and somewhat higher for white persons (79.7 percent) than for bIack persons (76.9 percent). In terms of the age groups discussed in this report, response rates were about the same for persons 18-24 years (79.5 percent) and persons 25-34 years (80.0 percent); rates were somewhat lower for persons 3544 years of age (77.9 percent), These response rates are lower than most NHIS special topic surveys. This may be due to the sensitive nature of the questions, or more likely, to the respondent rule that all followup contacts had to be made in person; no telephone followup was permitted as is typical for most NHIS special topic surveys. The relatively low response rate for the DAU may have been a factor in the overall reported drug use if heavy users were less likely to complete the questionnaire than were light users or nonusers.
Comparison to other national data on drug use
The primary purpose of the NHIS-DAU was to collect data to study relationships between drug use and the various health status indicators provided by the NHIS. Although the DAU was not intended to provide estimates of the prevalence of drug use, such estimates can be produced from the data. Comparisons to estimates from the National Household Survey on Drug Abuse (NHSDA), the Federal Government's ongoing primary source of drug use data, indicate that the NHIS-DAU generally found lower rates of use than the NHSDA. In interpreting prevalence estimates (and also analyses of the relationship between drug use and health status) from the NHIS-DAU, it is important to recognize the di!Terent estimates and to understand the methodological differences between the two surveys that may have caused some of the differences.
Both surveys cover the civilian noninstitutionalized population in the United States, but the NHIS included only 18-44-year-olds, while the NHSDA includes all persons age 12 and older. Because illicit drug use is highly correlated with age, any comparison between the two surveys must control for age, for example, by restricting NHSDA estimates to 18-44-year-olds. The 1991 NHSDA estimate of past year marijuana use among 18-44-year-olds was 15.2 percent compared with 9.3 percent from the NHIS. Past year cocaine prevalence was 5.1 percent from the NHSDA and 2.1 percent from the NHIs.
Even controlling for age, however, there are a number of methodological differences between the two surveys that could explain the inconsistent estimates. Research has shown that dmg use prevalence estimates are highly sensitive to the data collection and estimation methods used (for example, mode of administration, privacy during interview, editing, and imputation) so different results could be expected. The following are the major methodological differences between the two surveys:
1. The NHIS was conducted JanuaryDecember 1991 while the NHSDA was conducted January-June. 2. The questionnaires were different, not only in the wording of the dmg
Missing and unknown data
The DAU was self-administered and did not list "don't know" as a valid response to any question, As a result, in the final data set, one cannot distinguish between missing responses and "don't know" responses. For that reason, in this report, observations for which tabulation variables are unknown or missing are excluded from the calculations of percentages, For analyses related to the health status variables, fewer than 5 percent of cases had such values in any of the relevant data fields. Item nonresponse appears evenly distributed across the demographic groups shown in the tables related to health status variables. Much of the item nonresponse appears to reflect errors in completion of the questionnair~ for example, individuals who had denied use of marijuana simply skipped over the questions related to cocaine use.
For the questions related to problems associated with drug use, data on the percent of persons experiencing problems excludes persons who failed to respond to the pertinent questions despite having reported use of the pertinent drug, Exclusion of these observations makes the tacit assumption that the persons who failed to respond to the items would have answered them in a manner similar to those who responded. For items on past year marijuana-related problems, 10.4 to 11.0 percent of users did not respond and nonresponse for cocaine-related problems items ranged from 13.3 to 14.5 percent, Nonresponse on these items was largely accounted for by respondents who skipped blocks of questions. Nonresponse was reasonably similar for males and females and across age categories but differed by race. Black respondents were less likely than white respondents to complete all relevant questionnaire items. Disaggregations by race were not shown in the tables because the reduced sample sizes for black respondents for specific items increased the standard errors and may have increased the potential bias of the estimates for persons in that category. The overall estimates and estimates by sex and age may have some potential nonresponse bias, including possible bias resulting from the differential nonresponse across race categories.
Precision of the estimates
When producing estimates from any sample survey, two types of errors are possible-nonsampling error and sampling error. Nonsampling errors result from difficulties in the interpretation of the questionnaire, inability to recall information, reluctance to answer particular questions, coding errors, computer processing errors, and other errors, Nonsampling errors are reduced through use of improved questionnaires, data editing, and periodic retraining of interviewers.
The sampling error of an estimate is the error caused by the selection of a sample instead of a complete enumeration. The standard error and relative standard error are the primary measures of sampling error in sample surveys, The relative standard error, which is the standard error divided by the value of the estimate itself and expressed as a percent, is used as a criterion of precision. In this report, estimates that have a relative standard error of 30 percent or greater are shown with an asterisk (*) indicating that those estimates do not meet the Dl%IS standard of precision or reliability. Tables in this report include the standard  errors, Because of the complex design of the NHIS sample, SUDAAN (3) and SESUDAAN (4), computer programs for computing standard errors of rates (or percents) from complex samples were utilized.
Tests of significance
In this report, statistical inference is based on the two-sided test of hypothesis (I&:Pl=Pz versus Hl:Pl#PJ with a critical value of 1.96 (0.05 level of significance). Terms such as "higher" and "less" indicate that differences are statistically significant, Terms such as "similar" or "no difference" mean that no statistically significant difference exists between the estimates being compared. A lack of comment on the differences between any two estimates does not necessarily mean that the difference was tested and found not to be significant, In calculating the test statistics, the standard errors of the differences take into account the correlation between the categories being compared, To illustrate, the test statistic used to determine statistical significance was calculated as:
(P1 -P2) z = SE (pI -pz) where pl and p2 are the two percents being compared and SE (jl-p~ = ~SE@2+SE(p2)2-p � sE(p,) � sE(IQ is the standard error of the difference betsveen pl and p2 with p defined as the correlation between pland p> The terms SE @l) and SE (j@ are the standard error of pland p2,respectively. In this report, the difference between the two 
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